Objectives: The election of a Labour government in 1997 brought the issue of health inequalities firmly back onto the policy agenda across the UK. Since then, in the wake of devolution, the need to tackle health inequalities has been highlighted as a policy priority in all three mainland UK countries, albeit with varying degrees of emphasis.
Owing to the volume of official publications relating to health inequalities in each country, it was decided to include only national policy statements of significant relevance to health inequalities, notably White Papers and related documents and national guidance on how health inequalities should be tackled. 
Results

The story told by the policy statements
Policies in all three countries have consistently emphasised the need to tackle health inequalities from 1997 onwards (i.e. both before and after devolution) and all three countries have focused on health differences between socio-economic groups and geographical areas (significantly more than, for example, the ethnic and gender based health inequalities which are also acknowledged). However, the three countries have taken quite different approaches to performance assessment of public health issues and to the setting of relevant targets.
England was the first of the three countries to introduce quantifiable national targets for reducing health inequalities, in 2001. Initially there were two separate targets; one which focused on a reduction in the infant mortality gap between manual groups and the rest of the population and another which focused on reducing the life expectancy gap between the fifth of areas with the worst health and deprivation indicators and the England average (both to be achieved by 2010) 1,2 . These formed Public Service
Agreements which the Department of Health is expected to meet, cascaded down to localities and underpinned by secondary targets for circulatory diseases, cancers and smoking 3 .
Scotland also introduced quantifiable national targets for reducing health inequalities targets but at a later date, in 2004. However, despite a previous commitment to setting the targets around narrowing a 'health gap' 4 , the targets that were eventually introduced were health improvement targets with a specific focus on the most deprived areas 5 .
Until 2006 'health gaps' continued to be monitored as part of the Scottish performance assessment framework, but the introduction of a new performance management system based on a core set of key Ministerial targets (Health, Efficiency, Access and Treatment -HEAT -targets) effectively removed performance assessment of narrowing 'health gaps' (although these are still measured) and reinforced a conceptualisation of health inequalities as a problem of 'health disadvantage' needing a health improvement response rather than explicit targeting of health inequality 7 .
Wales had not introduced quantifiable national targets for specifically reducing health inequalities in the study period, preferring to opt for aspirational statements that are not quantified but indicate a desired direction of travel. Indeed, much of the language in the documents that were analysed suggests Welsh policymakers were less concerned with targets than their colleagues in England and Scotland. An expert group to advise on measuring health inequalities had been established in 2001 but although it recommended that the Welsh Assembly Government should monitor 'health gaps' between areas, the Group advised against setting specific, national health inequalities targets. Instead, members suggested that avoiding short or medium term targets would facilitate a longer-term (and more effective) approach to the issue by allowing policymakers to focus on the wider social determinants of health. However, the absence of any quantified objectives makes it impossible to assess the success or failure of Welsh policies to tackle health inequalities by reference to a specific policy commitment.
Whilst different approaches to performance assessment and targets were therefore clearly visible in the three countries, the documentary analysis of policy statements suggests that this did not appear to inspire significantly different policy thinking about health inequalities at a national level. Instead, a remarkably similar story emerged from this strand of the research. In each case, as Table 1 The story which emerged from our analysis of public health policy documents therefore differed substantially from accounts which claim a 'natural experiment' in health policy is occurring within the UK (e.g. Greer 6, 9, 10, 11 ). This suggests the differences in approaches to key public health concerns have perhaps been less than the differences in their approaches to health services. For, at least as far as health inequalities are concerned, whilst some differences are perceptible, it is the similarities that invite the most explanation.
A key factor may be the way in which 'health inequalities' have consistently been conceptualised as a problem relating to the poor health of poor people (or people in poor areas), rather than as an issue which traverses the whole of society. As Table 2 illustrates (drawing on concepts developed by Graham and Kelly 7 ), conceptualisations of health inequalities as an issue of 'health disadvantage' are prevalent in policy discourses in all three contexts, whereas references to 'social gradients in health' are rare. As Graham and Kelly 7 outline the former conceptualisation implies that targeted attempts to improve the health of particular groups are a logical response, whereas the latter suggests a broader, societal response is required.
Other factors which may account for the similar policy discourses concerning health inequalities, such as political, ideological and institutional similarities between the three countries, are discussed elsewhere 8, 12 . The focus of this paper is on comparing the story 
Interviews and policies compared
Conceptualisation of health inequalities
The interviews in all countries revealed extremely varied definitions of health inequalities, even within the same organisation. For example, definitions included geographical differences in health within localities, geographical differences between localities and the national average, inequalities between different ethnic groups, inequalities in access to services (particularly in relation to rural areas), the unique health concerns of population groups who were considered 'vulnerable' (such as people experiencing mental health problems, those with learning disabilities, and people with drug and alcohol dependencies). Few respondents referred to specific definitions of health inequalities from either local corporate plans or national policy statements, revealing the lack of shared definitions. There was, though, widespread reference to the social model of health and understanding of the impact of wider determinants on health inequalities.
The reduction of health inequalities was seen as a long-term challenge and many health problems were seen as a legacy of past heavy employment, deprivation and job losses:
"So we had a lot of problems… also since then obviously those industries have come and gone but left a legacy in the community. You're then moving into an area where of course we've got deprivation, poor diet etc which of course doesn't really help people to lead healthy lives either. So we've got all those sort of historical problems." CEO Wales
There were some differences between the countries. In England, the areas in which the interviews were conducted had small BME populations and ethnicity was not seen as a main focus for health inequalities. Ethnicity was an important consideration in Wales and Scotland, despite our fieldwork areas also mostly having small BME populations, and this was perceived as being driven by the social inclusion policy agenda of the government.
Organisations in all countries were measuring gaps in life expectancy within localities as well as comparing with national figures. However, within areas of high deprivation (within different countries) there was some questioning of the relevance of within locality differences:
"All of the wards in Locality 10 are among the most deprived wards in terms of health nationally so I couldn't say that it's particularly necessary for us to have a definition that would allow us to say these three particular wards in Locality 10 are suffering most health inequality, because generally it's a picture that is pretty prevalent across the board." CEO England
Access to services was seen as an important factor in health inequalities in some of the post-industrial localities in all countries, and in areas with low levels of health services in Wales and England.
As with the policy analysis, the interviews showed few differences in conceptualising health inequalities between countries. There were slight differences in emphasis (towards social inclusion and health improvement in Scotland and Wales) but a similar focus on the poor health of particular groups rather than social gradients in health.
Performance management
In all countries organisations regarded themselves as having robust performance management systems. However, there were mixed views about the desirability of performance management. For example, some respondents regarded it as providing a focus on health inequalities which would not otherwise be there, while others thought that the performance systems were too burdensome and focused on the easily measurable rather than pertinent outcomes. However, again this was not peculiar to any one country. Penalties for not reducing waiting times and ensuring financial balance meant that action to reduce health inequalities was pushed further down the agenda.
Although there was a desire to reduce health inequalities, there was little plausible modelling of whether programmes to reduce health inequalities would enable targets to be met.
The ways in which health inequalities were being monitored did vary significantly. In 
Shifts towards lifestyles, individuals, role of the NHS?
In all countries there was a dominance of clinical and NHS financial priorities. There was little evidence of mainstreaming public health programmes. Many of the programmes were project-based around changing lifestyles (e.g. Five-a-day programmes, healthy eating, exercise on prescription). The wider determinants of health were acknowledged quite strongly, and some organisations regarded their programmes of benefit take-up campaigns, prioritising home insulation, and regeneration as ones that would contribute to improving health. Nevertheless, when asked about how their organisations were responding to health inequalities, most respondents referred to lifestyle programmes.
There is some evidence from the interviews of a shift in emphasis towards lifestyles and clinical solutions in England with the new focus on "quick wins" by targeting the prescribing of statins, antihypertensives and smoking cessation aids. This is a somewhat paradoxical outcome of the specific but relatively short-term targets for reducing geographical health inequalities in England by 2010 encouraging organisations to focus on the "quick wins" achievable through clinical interventions, rather than on tackling the underlying determinants of health inequalities. In Wales local organisations were focusing on health improvement and were also clear that in the post-Jane Hutt c era the policy focus had shifted to clinical priorities (although this was more acknowledged than particularly welcomed). The focus on chronic illnesses, access to services and a need for more GPs reflected national policy concerns in Wales but meant the emphasis was on NHS services rather than wider determinants of health. In Scottish interviews the importance of the Smoking Ban was frequently emphasised, and although a key public heath initiative, its impact on inequalities remains unclear.
Concluding discussion
The analysis of policy statements undertaken for this project reveals a visible shift in policy approaches to health inequalities at the national level, which occurred in all three suggest there may be signs that policy and practice relating to health inequalities are beginning to diverge more significantly. This possibility will be explored in detail in the final report from this study, which is due to be published in February 2009. 
